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1200-8-6-.09(1) Life Safety

(1) Any nursing home which complies with the
required applicable building and fire safety
regutations at the time the board adopts new
codes or regulations will, so long as such
compliance is maintained (either with or without
waivers of specific provisions), bs considered to
be in compliance with the requirements of the
new codes or regulations,

This Rule is not met as evidenced by:
‘N TAG

Based on observation during the survey on
1/26/10, it was determined, the facility failed to
maintain the electrical system.

The findings included:

At 10:50 AM observation within the resident room
# 400, chservation revealed the light fixture was
without lens cover. Tennassee Department Of
Health (TNDOH) 1200-8-6-08(1).

The findings were noted by the Maintenance

Director, verified and acknowledged by the facility
administrator during the exit Interview on 1/26/10.

yaw

N 901

Light cover was replaced by Malntenance
Supervisor on 1/26/2010. Maintenance
Supervisor and Malntenance Assistant wiil
check light covers monthly for three months
and then quarterly for nine months 1o
ensure continued compliance. Findings will
be reportad to the 0OA Commities
{Administrator, Director of Nursing, Medical

Director of Nursing).
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